Tumours derived from mesenchymal tissues of the stomach-for example, leiomyoma, lipoma, neurofibroma, etc, have been extensively recorded. Mesenchymoma of the stomach has not been described previously. The term "mesenchymoma" was first described by Klein' in 1932 , the term was used by Tauber2 in 1938 and Gilmour3 in 1943 described a benign recurring tumour of the back composed of embryonic connective tissue which he suggested could be called a mesenchymoma. Stout4 in 1948 established mesenchymoma as a distinct tumour entity and defined it as a tumour composed of two or more mesenchymal derivatives in addition to fibrous tissue. He recognised a benign form capable of recurrence and a malignant form capable of metastasis. Symmers and Nangle5 in 1951 reserved the term mesenchymoma for neoplasms composed of more than one type of connective tissue and found these tumours to be locally malignant, with recurrences tending to be more cellular and less well differentiated. Since then several studies have been published of benign and malignant mesenchymomata6-" to name a few. None of these studies refers to the origin of mesenchymoma from the stomach.
We report in this paper clinical and histopathological features of two cases of benign mesenchymomata of the stomach recently encountered in this hospital.
Case reports CASE I
A 78-year-old man who had previously enjoyed excellent health presented with a history of undue fatigue of several weeks duration. Clinically he was anaemic (Hb 4-0 g/dl) with microcytic hypochromic Accepted for publication 15 December 1982 RBC) and complained of a low grade pyrexia (37-380C). He had slight bilateral ankle oedema and was normotensive but had a tachycardia of 108/min. A haemic systolic murmur was audible over the whole of praecordium and fine basal crepitations were apparent at both lung bases. A non-tender hepatic enlargement of 3 cm below the costal margin completed the picture of mild congestive cardiac failure.
The patient was transfused with six units of blood and commenced on Septrin for his pyrexia with diuretics for oedema. His congestive cardiac failure resolved rapidly. A barium meal indicated a filling defect in the fundus of the stomach and a gastroscopy confirmed the presence of a large submucosal tumour. Additional findings at gastroscopy were of a small actively oozing superficial ulcer on the pyloric ring, and a small hiatus hernia associated with mild reflux oesophagitis.
Despite his advanced years he was considered fit for surgery. At laparotomy the spleen was found to be enlarged and removed (weight 320 g). The fundal tumour was removed by local excision. The patient made an uneventful recovery and was discharged 14 days later. He remains well approximately four years later.
Pathology
The gastric tumour consisted of two lobes, one measuring 4 cm, the other 3*3 cm in diameter; they were attached to each other by a small bridge of similar tumour tissue measuring 0*5 cm x 0*5 cm x 0-3 cm. Both nodules were smooth in outline and partially covered by gastric mucosa. There was no definite evidence of a capsule. The cut surface was similar in each of these nodules with a variegated pattern consisting of bands of fibrous tissue sometimes arranged in whorls, areas of dense calcification and bone formation, some soft mucoid areas and fat.
The spleen was enlarged (weight 320 g) measuring 14 cm x 9 cm x 3 cm. The cut surface revealed 504 Haematoxylin and eosin x 250. Postoperatively the patient developed a wound infection and a discharging sinus which subsequently resolved and was followed by ossification of the rectus sheath. The area of ossification was surgically removed in February 1982, a gastroscopy at this time showed the stomach to be normal. The patient has remained symptom-free since.
The tumour mass appeared greyish white in colour, and well demarcated from the overlying mucosa. The cut surface was lobulated with a variegated appearance. There were dense fibrous-looking areas, foci of calcification, mucoid or myxomatous appearance and fat.
Microscopically the tumour was composed of spindle-shaped cells with vacuolated cytoplasm staining unevenly but positively for fat. Areas of myxomatous, fatty and pseudocartilaginous appearance were found with foci of calcification and ossification. The smooth muscle and adipose tissue were confirmed by appropriate histochemical staining. The vascularity of the tumour was markedly increased with some areas showing medium-sized thick walled blood vessels in abundance. In places loose vascular mesenchyme was separating islands of adipose tissue and smooth muscle cells containing fat vacuoles (Fig. 3) . No significant cellular pleomorphism was noted and there was no evidence of malignancy. The tumour mainly occupied the submucosa and either infiltrated or pushed the fibres of muscularis propria. The overlying muscularis mucosae and the mucosa were not infiltrated. to describe these lesions. They also believed that these are unlikely to be hamartomas, a view discussed in detail by Bures and Barnes.6 In addition to fibrous tissue, a mixture of adult fat, blood vessels and smooth muscle,9 a typical benign mesenchymoma may contain other tissue-for example, cartilage, myxoid tissue, striated muscle, lymphoid tissue and haemopoietic tissue."
The tumours described in this paper are remarkably similar and composed of an admixture of smooth muscle, fat, blood vessels, myxoid tissue, cartilage-like areas, osteoid and woven bone, in addition to fibrous tissue. These tumours were unencapsulated and appeared infiltrative which is consistent with most of the previously described cases of benign mesenchymomas. There was no significant pleomorphism, anaplasia or increased mitosis. Benign mesenchymoma is considered to be a separate entity from malignant mesenchymomas. These tumours may recur if incompletely excised. There have been no reported recurrences of benign mesenchymoma of the head and neck, but the follow-up times have been short. The suggested treatment of the lesions of the oral cavity is local excision.8 In sites other than oral cavity a recurrence is most often malignant and therefore should be treated aggressively.8 Clearly further studies with long-term follow-up are needed to determine the proper treatment and prognosis of benign mesenchymoma.
In our review of the world literature we were 507 unable to find any report of mesenchymoma arising from the stomach. Both our cases are alive and well nearly four years and one-and-a-half years after operation.
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